
department  OF HEALTH AND HUMAN SERVICES 
HEALTH CARE FINANCING ADMINISTRATION 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO: 	 REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

FORM APPROVED
OMB NO.09380193 


11. TRANSMITTAL NUMBER: 12. STATE: 

liLi-ri32 Iindiana 
3. 	 PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 

SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 

J u l y  1, 2003 

NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN a AMENDMENT 

COMPLETE BLOCKS 6THRU 10 IF THIS ISAN AMENDMENT separate Transmittal for each amendment). .  
6. 	FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 

Sec t ion  1917 ( c )o ft h eA c t  a. FFY $ 0 
b. FFY $0 

8. 	 PAGE NUMBER OF THE PLAN SECTION OR a t t a c h m e n t  9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR a t t a c h m e n t  (If Applicable):

Supplement9(a) toA t tachmen t  2.6-A Page 3 Supplement 9(a>to,Attachment 2.6-APage13 

10. SUBJECT OF AMENDMENT: 

Transfersofproper ty  made so t h a t  p e n a l t i e s  w o u l d  n o t  o v e r l a p  

-

11. GOVERNOR'S REVIEW (Check One): 

GOVERNORS OFFICE REPORTED NO COMMENT 
COMMENTS OF GOVERNORS OFFICE ENCLOSED 

0NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 

b ~ ~ d r / B L L k - ­

0OTHER, AS SPECIFIED: 

16. RETURN TO: 

Me lan ie  Be l  l a ,  Ass i s tan t  Sec re ta ry  
O f f i c e  o f  M e d i c a i d  P o l i c y  andPlanning 
402 W. Washington S t . ,  Room W382 
I n d i a n a p o l i s ,  I N  46204 

ATTN: TracyBrunner 

13. TYPED NAME: 

- melaniebella 
14. TITLE: 

Ass i s tan tSec re ta ry  
15. DATE SUBMITTED: 

t 7. datereceived 
. 9130103 

Cheryl A .  Harris 
23. REMARKS: 

forregional 

Division of Medicaid ~ and Children's health 




